6-monthly intervals. It is important that high quality RCT are conducted for the outcomes listed in this review in order to address its objectives.
Commentary
This systematic review addresses a relevant issue in oral health care. It has been consistently performed according to the high standards of the Cochrane Collaboration. The results are not really surprising and confirm the conclusions of a similar review.
1 Both reviews underpin the paucity of clinical research evidence in this area (one RCT of poor quality). The (cost)-effectiveness of population-based screening procedures (eg, screening of breast cancer) is a subject of ongoing debate, so scientific evidence is therefore urgently required: general dental practitioners routinely perform check-ups in relatively healthy individuals regularly attending dental practice (for instance, in The Netherlands this is 80% of the population).
The reviewers highlight that there is no universally accepted definition of what constitutes a routine oral examination. They list five possible types of dental check-ups in their inclusion criteria: clinical examination only; clinical examination plus scale and polish; clinical examination plus preventive advice; clinical examination plus both and clinical examination based on the clinician's assessment of patient's risk.
Considering the increasingly prevention-orientated goal of regular attendance in dentistry, there is obviously no contemporary rationale for conducting ROE without incorporating preventive advice. Prevention encompasses not only screening but also oral health education advice and feedback. Oral health education advice (simple instruction on oral hygiene and recurrent promotion of fluoride-containing agents) has been shown to be beneficial, in the short term, to individual patients if it is provided in clinical practice. [2] [3] [4] According to ''the implications for research'' section of the review, more emphasis should be placed on defining and investigating what the most effective content of ROE should be. The current opinion is that it is preferable to prevent the onset of oral diseases by using individual risk profiles and tailored recall intervals. The recently published UK National Institute for Clinical Excellence guidance likewise promotes reviews of oral health status based on individual risk factors. 5 One of the authors' recommendations here could have been that preventive advice should always be an essential part of ROE.
Surprisingly, opinions and needs of patients regarding the ROE and tailored recall intervals remain unknown and research on this topic should be encouraged. Research on complex multifaceted interventions such as the ROE is difficult, however, with the need for screening, diagnosis, and perhaps preventive interventions, for various conditions within different subgroups. RCT represent final tests by definition, whereas insight into the various components of the preventive performance, for example, content of oral examination, length of follow-up period, is too limited to define an optimal trial design. To distinguish small but relevant clinical and nonclinical effects for different recall periods, trials have to be conducted for relatively long periods and with sufficient partici-pants. Given the progression rates of multifactorial diseases such as dental caries and periodontal disease, loss of follow-up is an important threat to the validity of studies. The use of a generic clinical outcome measure, such as quality of adjusted life-years related to oral health, could help to overcome the problem of heterogeneous outcomes.
The Cochrane review must be credited for the comprehensive and meticulous research work of the authors, and their plea for a restart in population-based oral screening research in dentistry, despite the emerging research of the past decades. This creates a new challenge in designing and conducting reliable practice-and evidence-based research.
Practice points
Fixed recall intervals (mostly 6 months) for all patients are not evidence-based.
Before further evidence emerges, experienced practitioners could select low-risk individuals for extension of the recall period beyond the standard 6 months.
Efforts should be made to improve clinical decision making focussed on people with elevated risk of oral disease, resulting in advanced preventive counselling and assessment of risk indicators, combined with systematic record keeping of clinical and nonclinical data.
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